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What is already known?  
- Senior doctor triage (SDT) is aimed at helping to manage emergency department (ED) 
crowding and has been implemented in EDs in recent years. However, little is known on the 
emergency health care professionals ?ǀŝĞǁƐand opinions of SDT. 
What this study adds? 
- In this qualitative interview study with 27 emergency health care professionals and ED 
ŵĂŶĂŐĞƌƐ ?ǁĞŝĚĞŶƚŝĨŝĞĚƚŚĞƉĂƌƚŝĐŝƉĂŶƚƐ ?views of SDT, their expectations of this model, the 
strengths and weaknesses, and the barriers and facilitators of this process. 
-  SDT was viewed as a patient safety mechanism particularly during periods with increased 
patient volume and ED crowding but this process was vulnerable to a number of system-
level barriers mainly ED resources and hospital capacity.  
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Abstract  
Introduction: Despite the focus during the last decade on introducing interventions such as senior 
doctor initial assessment or senior doctor triage (SDT) to reduce emergency department (ED) 
crowding, there has been little attempt to identify the views of emergency healthcare professionals 
on such interventions. The aim of this study was to gain an understanding of SDT from the 
perspective of emergency hospital staff. A secondary aim of this study was to develop a definition of 
SDT based on the interview findings and the available literature on this process.   
  
Methods: Qualitative semi-structured telephone interviews were conducted with participants of 
different backgrounds including senior doctors, nurses, paramedics and ED managers. Textual data 
was analysed using a template analysis approach.  
 
Results: 27 participants from 13 EDs across England were interviewed. SDT was viewed as a safety 
mechanism and a measure to control patient flow. The most prominent positive aspect was the 
ability to initiate early investigations and treatment. Various shortcomings of SDT were described 
such as the lack of standardisation of the process and its cost implications. Participants identified a 
number of barriers to this process including insufficient resources and exit block, and called for 
solutions focused on these issues.  ƉƌŽƉŽƐĞĚĚĞĨŝŶŝƚŝŽŶŽĨĂŶ ‘ŝĚĞĂů ?^dǁĂƐĚĞǀĞůŽƉĞĚǁŚĞƌĞŝƚ is 
described as a systematic brief assessment of patients arriving at the ED by a senior doctor-led team 
which takes place in a dedicated unit.  The aim of this assessment is to facilitate early investigation 
and management of patients, early patient disposition and guide junior staff to deliver safe and high 
quality clinical care. 
 
Conclusion: This is the first national study to explore the opinions of various emergency and 
managerial staff on the SDT model. It revealed variable interpretations of this model and what it can 
and cannot offer. This has led to a standard definition of the SDT process which can be useful for 
clinicians and researchers in emergency care.  
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Introduction  
Senior doctor initial assessment process; rapid assessment and treatment (RAT) or senior doctor 
triage (SDT) usually refers to the formal process of early assessment of patients attending an 
emergency department (ED) by an experienced emergency physician. SDT has been implemented in 
a number of EDs worldwide in an attempt to improve patient flow, decrease door-to-doctor time 
and reduce left without being seen (LWBS) rates (1 W4). SDT has also been deployed as one strategy 
to improve the operational efficiency  in the ED, and its compliance with the national ED time targets 
set in a number of countries such as Australia and the United Kingdom (5,6).    
The involvement of doctors in the early assessment of patients is not new. Before the  ? ? ? ? ?Ɛ ?
doctors were the first point of contact for patients attending the ED. However, ED crowding and 
ŝŶĐƌĞĂƐŝŶŐ ƉĂƚŝĞŶƚ ǀŽůƵŵĞŶĞĐĞƐƐŝƚĂƚĞĚ ƚŚĞ ŝŶƚƌŽĚƵĐƚŝŽŶŽĨ ŶƵƌƐĞ ƚƌŝĂŐĞ ƚŽ ƉƌŝŽƌŝƚŝƐĞ ƉĂƚŝĞŶƚƐ ?ĐĂƌĞ
according to the urgency with which they required medical treatment (7,8). More recently, there has 
been a move back towards involving doctors in triage in the form of SDT. This model is used by 
various EDs worldwide and a number of quantitative research studies have been conducted 
examining its effectiveness (9).    
There is reasonable evidence supportive of SDT (9). The benefits of early senior doctor assessment 
include better patient outcomes and ED performance resulting from early initiation of patient care 
plans (9). A previous systematic review  of 25 mostly observational studies indicated that SDT can 
reduce waiting times to see a doctor, the total length of stay in the ED and the percentage of 
patients who leave the ED without being seen (9).  A number of leading organisations in the UK 
recommended senior doctor initial assessment, as an approach to improve patient flow (10,11). 
Little is known about how these recommendations are translated into practice. In particular, there is 
a lack of qualitative evŝĚĞŶĐĞ ƚŚĂƚ ĚĞƐĐƌŝďĞƐ ƚŚĞ  ĐůŝŶŝĐŝĂŶƐ ? ǀŝĞǁƐ ŽĨ ƚŚŝƐ ŵŽĚĞů ŽĨ ĐĂƌĞ which 
should be considered before widespread adoption of this process. 
A fundamental decision confronting all emergency care policy makers, ED managers, and clinical 
leaders concerns whether or not to encourage or adopt the conduct of an intervention such as 
ƐĞŶŝŽƌ ĚŽĐƚŽƌ ƚƌŝĂŐĞ ? dŚŝƐ ƐƚƵĚǇ ĂŝŵƐ ƚŽ ĞǆƉůŽƌĞ ƚŚĞ ĐůŝŶŝĐŝĂŶƐ ? ĂŶĚ ŽƚŚĞƌ ƐƚĂŬĞŚŽůĚĞƌƐ ? views of 
senior doctor triage which can help to reveal the underlying logic of the emergency department 
activities and can help ED clinicians to re-evaluate their strategies and measure the impact of SDT. 
Knowledge of the perceived positive and negative aspects, enablers and facilitators of senior doctor 
triage can serve as an input to making evidence-informed decisions regarding such an intervention. 
Furthermore, insights from this study can assist to improve SDT process in EDs where SDT is 
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currently implemented. The study additionally suggests a definition of SDT based on the interview 
findings and the previous literature (9) which can be used to guide future research and evaluation of 
SDT.  
Methods  
Semi-structured telephone interviews were conducted with participants working in a number of EDs 
across England. Telephone rather than face to face interviews were used for practical, logistical and 
economical reasons. Participants included doctors, nurses, paramedics and ED managers. Telephone 
interviews lasted around 30 minutes with each participant. No repeat interviews were carried out. 
Interviews were conducted by MA, a PhD student in health service research and a female junior 
doctor who has worked in the ED setting but not at the time of the study. This familiarity with the ED 
deemed useful particularly when accessing study subjects and establishing rapport with the 
participants. JT is a reader in health service research with a significant experience in qualitative and 
quantitative research methodology and emergency care research. SM is a professor in emergency 
medicine with considerable experience in research methodology, and an emergency medicine 
consultant and thus familiar with the ED setting and circumstances surrounding senior doctor triage. 
This collaborative team approach limited the extent to which individual background or perspectives 
could influence our data analysis and interpretations. Short notes were kept throughout the 
qualitative study and reflexive comments were noted on what was being experienced in the 
interviews, and the researchers ? consciousness about how their presence disturbed or did not 
disturb the research. 
Participants  
Potential participants were identified from an earlier related online survey study of ED triage 
practices of all Type 1 EDs in England, where consultants were asked to indicate their willingness to 
participate in a follow up interview study. Please see Supplementary file 1  W Online survey of ED 
triage practices. A convenience sample of ED consultants from different sites with different triage 
practices and regions across England was interviewed. Other participants i.e. nurses, ED managers, 
junior doctors and paramedics were approached using a snow-ball method via the initial consultant 
contact. Sampling from different clinicians was used to achieve triangulation of data sources and 
provide multiple perspectives (12). The study aimed to sample participants  to the point of data 
saturation where no new data, coding or themes were generated (13). Prior to interview, 
participants were provided with the study information sheet and consent form which detailed the 
aims and objectives of the study.  
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Interview schedule development  
 The interview schedule was developed to include open-ended questions regarding the participants ?
views of SDT in terms of the positive and negative aspects of SDT, the challenges and proposed 
measures to address these challenges. The schedule was reviewed by the authors and was piloted 
with two ED physicians and adjusted accordingly. Please see Supplementary file 2  W the qualitative 
interview questionnaire. 
Data collection and analysis  
The interviews were audio-recorded and transcribed. The transcript files were anonymised and 
labelled and any potential identifiable data removed and replaced by a pseudonym. The textual data 
produced from the interviews were analysed using Template analysis, a form of thematic analysis. 
The initial themes were developed based on the interview schedule that reflected the key concepts 
of the study. The first transcript was taken and every section of text that appeared to offer 
something relevant to answer the research question was marked and a preliminary code was given 
to create an initial template. This was further developed by grouping the preliminary codes into 
meaningful clusters. These were subsequently classified under a theme or a subtheme or across 
themes so that hierarchical and lateral relations between themes could be defined to create the final 
template using Nvivo11. University ethics committee approval was granted for the study 
(Application number 006229). A sample of participants reviewed a draft of the initial study findings 
and were asked to assess the adequacy of data and preliminary results as well as to confirm the 
initial interpretation of the data.  This technique was used as a step to establish the credibility of the 
data analysis process (14).  
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Results  
Characteristics of participants 
In total, 27 interviews were conducted with 13 consultants, 4 nurses, 7 paramedics, 2 ED managers 
and one junior doctor. The senior doctors interviewed were consultants with experience ranging 
from 3 to 10 years; all of the nurses were registered nurses with experience ranging from 3 to 20 
ǇĞĂƌƐ ǁŚŝůĞ ƚŚĞ ƉĂƌĂŵĞĚŝĐƐ ? years of clinical experience ranged from 6 months to 20 years. 
Participants were recruited from 13 NHS Trusts across England. Seven of these hospitals used SDT in 
their ED, while the remaining sites used traditional nurse triage but had some prior experience of 
using or piloting SDT. The number of ED attendances in these participating sites ranged from 56 050 
to 259 500 per year (mean = 132 230 attendances). See Table 1.  
 
                                     Table 1 Characteristics of participating emergency department sites 
SDT, senior doctor triage  
 
  
Sites Senior doctor triage status Region Number of attendances 
per year 
Site 1 Previously used  SDT Midlands and east of England 187460 
Site 2 Previously used SDT North 145730 
Site 3 Senior doctor and nurse triage for 
ambulance arrivals 
North 259500 
Site 4 Previously used SDT South 103180 
Site 5 Previously used SDT South     69460 
Site 6 Senior doctor-led team triage for 
ambulance arrivals 
South 90860 
Site 7 Previously used SDT South 132500 
Site 8 Single SDT for walk-in patients North 113100 
Site 9 Senior doctor and nurse triage for 
ambulance arrivals 
London 149690 
Site 10 Previously used SDT South 104760 
Site 11 Senior doctor and nurse triage for 
ambulance arrivals  
London 91790 
Site 12 Single SDT for ambulance arrivals London 56050 
Site 13 Senior doctor and nurse triage for 
walk-in patients 
Midlands and east of England 124490 
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The data analysis revealed four main themes: 
WĂƌƚŝĐŝƉĂŶƚƐ ?ǀŝĞǁƐ on senior doctor triage  
Participants shared their views of SDT and what it involves in their EDs when applied to walk-in 
patients or ambulance arrivals. With regard to SDT for ambulance arrivals, consultants and nurses 
viewed SDT as a key component for managing patientƐ ? risk and treating acutely unwell patients 
quickly. In some sites SDT was focused on early diagnosis of time-critical cases for ambulance 
arrivals.  
Participants also identified that SDT meant early request of investigations and initiation of a 
management plan. Conversely, a few participants had a different perspective arguing that 
requesting early investigations and initiation of patient treatment is not peculiar to SDT. The 
development of the nursing role and their responsibilities allowed for senior nursing staff to start 
initial assessment, request investigations and prescribe treatment independently without the need 
to consult a senior doctor.  
Participants also described how SDT can be used to direct the patient to appropriate care pathways. 
Twelve participants stated that placing a senior doctor at the front door can facilitate making direct 
referrals and earlier disposition decisions. Participants commented that SDT for ambulance arrivals is 
mainly concerned with  ‘ůŽŐŝƐƚŝĐƐ ? ?One participant argued that SDT should therefore be distinct from 
triage since the triage process does not involve making disposition decisions but mainly prioritizing 
patients according to their clinical presentations.  
Nevertheless, senior doctor initiated patient referral and disposition at the point of triage was not 
always a straightforward process. Participants explained that it can take a long time to contact the 
relevant health care professional and make the referral, and that some specialties can be reluctant 
to receive patients unless fully assessed. An ED manager also highlighted that sometimes nursing 
staff  ‘have got a better grasp of what the alternatives are and what is available than medical staff 
because of the turnover of the medical staff in tĞƌŵƐ ŽĨ ƚŚĞŝƌ ůŽĐĂƚŝŽŶ ? (ED manager P17, Site 5). 
Alternatively, in cases where this model was implemented for walk-in patients, participants noted 
that the senior doctor was employed as someone who can provide quick fixes for patients with 
minor health conditions and direct them to the appropriate services.  See Table 2. 
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Table 2 Participants' views on the role of senior doctor triage 
 
 
 Participants views on senior doctor triage  
 
 
Quote  
Patient safety measure in crowded EDs  ‘/ƚŝƐĂďŽƵƚĞĂƌůŝĞƌĐĂƌĞŽĨƐŝĐŬƉĂƚŝĞŶƚƐ ?ƐŽƚŚĞƐŝĐŬŽŶĞƐŐĞƚ
picked up off the waiting queue very quickly...It is much 
ƐĂĨĞƌ ?ƚŚĂŶƚƌĂĚŝƚŝŽŶĂůƚƌŝĂŐĞ ? ? ?:ƵŶŝŽƌdoctor P7, Site 9) 
 
 
Early 
senior 
decision 
making 
Early focused accurate investigations  ‘tĞŵĂŬĞƐƵƌĞƚŚĂƚƚŚĞƌŝŐŚƚďůŽŽĚƐĂŶĚǆ-rays are 
requested. The right immediate interventions are carried 
ŽƵƚ ? ?ŽŶƐƵůƚĂŶƚW ? ? ?^ŝƚĞ ? ? ? 
Early management planning  ‘dŚĞĚŽĐƚŽƌƚƌŝĂŐĞǁŝůůŝŶŵŽƐƚĐĂƐĞƐƉƵƚĂƉƌŽǀŝƐŝŽŶĂůƉůĂŶ
ĨŽƌƚŚĞƉĂƚŝĞŶƚ ?ǁŚĞƌĞĂƐƚŚĞŶƵƌƐĞƐĚŽŶŽƚ ? ? ?EƵƌƐĞW ? ?^ŝƚĞ
2) 
Early disposition   ‘dŚĞŬŝŶĚŽĨƚŚĞƚŚŝŶŐǁĞǁĞƌĞƚŽůĚƚŽƌĂƚŝŶŐ ?ƌĂƉŝĚ
assessment and treatment] is to do a quick direct referral to 
ŵĞĚŝĐƐŽƌĂƋƵŝĐŬĚŝƌĞĐƚƌĞĨĞƌƌĂůƚŽŐĞƌŝĂƚƌŝĐƐ ? ?ŽŶƐƵůƚĂŶƚ
P18, Site 5) 
Quick fixes   ‘/ĨǇŽƵ ?ƌĞŐŽŶŶĂ ?ŐŽŝŶŐƚŽ ?ŚĂǀĞƐŽŵĞŽŶĞŝŶƚƌŝĂŐĞĨŽƌǁĂůŬ-
in patients .. It should be somebody who can see something 
and then fix it and discharge the patient or make sure they 
ĞŶĚƵƉŐŽŝŶŐƚŚĞƌŝŐŚƚǁĂǇ ? ?ŽŶƐƵůƚĂŶƚW ? ?^ŝƚĞ ? ? ? 
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The positive aspects of senior doctor triage 
Participants identified positive aspects including managing patient risk and promoting patient safety. 
More broadly, participants identified other patient related gains, commenting that SDT is  ‘ŐŽŽĚĨŽƌ
ƉĂƚŝĞŶƚƐ ?. Patients may benefit from seeing an experienced doctor who can guide their management 
and direct their way through the department. Additionally, some consultants stated that they felt 
that using their expertise in the triage area can boost their job satisfaction.  
A further advantage of SDT for ambulance arrivals, described by all the paramedics and some of the 
consultants is the opportunities for education  and training for junior members of staff although it 
was acknowledged this depended on time constrains and approachability of the doctor. 
Many participants, including paramedics, named continuity of patient care amongst the benefits of 
direct handover to a senior doctor for ambulance arrivals allowing exchange of detailed clinical 
information from a  ‘ƌĞĂů ǁŝƚŶĞƐƐ ?. Otherwise, the information can become  ‘ƚŚŝƌĚ ŚĂŶĚ ĂŶĚ ĐĂŶ
ĐĞƌƚĂŝŶůǇ ďĞ ůŽƐƚ ?(Paramedic P16). However, one paramedic indicated that ability to give detailed 
handover is dependent on ED crowding and patient volume. See Table 3. 
With regard to ED targets, especially handover targets and time to see a doctor, there was a quite a 
sharp divide and conflicting views on this matter. Most admitted that their views were not 
supported by evidence. Participants, in general, thought that the rate of ED attendances and ED 
crowding can determine the success of SDT. 
The negative aspects of senior doctor triage 
Participants of different backgrounds stated their doubts over the added value of SDT. The two ED 
managers emphasised that senior doctors are a valuable resource to the ED. They also thought that 
ŝƚĐŽƵůĚďĞ ‘ĂŵŝƐƚĂŬĞ ?ƚŽŽƉĞƌĂƚĞĂŵĞĚŝĐĂů-led triage, in terms of placement of resources.  
Another common source of criticism of this model by senior doctors was the  ‘ƵŶƌĞĂůŝƐƚŝĐ
ĞǆƉĞĐƚĂƚŝŽŶƐ ? of what can be achieved during their brief encounter with the patient. After triage, the 
senior doctor was expected to undertake initial investigation, start urgent interventions, document 
an initial plan, allocate the patient to a suitable space, and hand over to an appropriate member of 
staff, all within the space of a few minutes. Participants identified that senior doctors were afraid of 
being perceived as Ă ŵĞƌĞ  ‘ƌĞĐĞŝǀĞƌ ? ŽĨ ƉĂƚŝĞŶƚƐ ĂŶĚ ĐŽŶƐĞƋƵĞŶƚůǇ ŵŝŐŚƚ ƵŶĚĞƌƚĂŬĞ Ă ƌĂƚŚĞƌ ĨƵůů
assessment of patients, which can subsequently cause further delays.  
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One of the other weaknesses of SDT described by participants is that it was a person-dependant 
practice. There is a lack of standardisation of the process, probably stemming from the lack of clear 
written policies and any sort of training to perform this role.  
Additionally, some participants elucidated the influence of SDT on other ED staff such as junior 
doctors and paramedics. Consultants and nurses thought that there could be a negative influence on 
ƚŚĞĚĞǀĞůŽƉŵĞŶƚŽĨũƵŶŝŽƌĚŽĐƚŽƌƐ ?ĚŝĂŐŶŽƐƚŝĐƐŬŝůůƐ ?ŽŶǀĞƌƐĞůǇ ?ŽƚŚĞƌƉĂƌƚŝĐŝƉĂŶƚƐƚŚŽƵŐŚƚƚŚĂƚ^d
could yield valuable educational lessons for junior doctors.  
Paramedics explained that the experience of handing over to a senior doctor can be intimidating, 
particularly for junior paramedics and ĞǆƉůĂŝŶĞĚƚŚĂƚƚŚĞǇĨĞůƚƚŚĂƚƐĞŶŝŽƌĚŽĐƚŽƌƐ ?ƵŶĨĂŵŝůŝĂƌŝƚǇǁŝƚŚ
the challenges of the pre-hospital environment might negatively affect the handover process. See 
Table 3
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Table 3 The positive and negative aspects of senior doctor triage 
 
Positive aspect of senior doctor triage  Quote  Negative aspects of senior doctor triage  Quote  
1.Patient safety measure 
 (Identify the sick patients) 
 
 
 ‘/ĨĞĞůŝƚŝƐĂƐĂĨĞƚǇĨĞĂƚƵƌĞƌĞĂůůǇ ?/ƚ allows you 
ƚŽƉŝĐŬƵƉƐŝĐŬƉĂƚŝĞŶƚƐ ?ĂŶĚŐĞƚƚŚĞŵƐŽƌƚĞĚ ?
(Consultant P1, Site 10) 
1. The cost implications of senior doctor triage  
(Cost of employing a senior doctor to perform 
the triage role) 
  
 ‘ ? ?ǁŚĞŶǇŽƵƐĞĞŝƚŝŶƚŚĞĐŽŶƚĞǆƚŽĨƚŚĞ
ƌĞƐŽƵƌĐĞƐ ?ǁĞwere finding that trying to free 
up a consultant to do rating [rapid assessment 
and treatment ] was detrimental to the rest of 
ƚŚĞĚĞƉĂƌƚŵĞŶƚ ? ? ?ŽŶƐƵůƚĂŶƚW ? ? ?^ŝƚĞ ? ? 
 
2.Patient interaction with a senior 
doctor and consultation  
(The whole discourse around the 
patient changes where a senior doctor 
provide reassurance on the next steps 
in the patient journey) 
 
 ‘/ĨǇŽƵĨůŝƉŝƚĂŶĚƚŚŝŶŬǁŚĂƚƉĂƚŝĞŶƚƐǁĂŶƚ ?ƚŚĞǇ
are keen to be seen by someone who can make 
a decision early in their patient pathway, and 
this could be achieved by involving senior 
ĚŽĐƚŽƌƐŝŶƚŚĞƚƌŝĂŐĞ ? ?ŽŶƐƵůƚĂŶƚW ? ? ?^ŝƚĞ ? ? 
 
2. Conflicting priorities (supervision, other ED 
responsibilities) 
The  unrealistic demands on senior doctors 
performing this role 
and  Interruptions ( junior members of staff 
asking questions about other patients in the 
department) 
 
 ‘/ƚƐĞĞŵƐƐŽŵĞƚŝŵĞƐƚŚĂƚǇŽƵĂƌĞĚŽŝŶŐ ? ? ?
things at once, and you have to be really aware 
of how tired you are, and the safety of juggling 
ůŽƚƐŽĨĐŽŵƉĞƚŝŶŐĚĞŵĂŶĚƐ ? ?ŽŶƐƵůƚĂŶƚW ? ?
Site 8) 
 
3.Senior decision making  
 ?ĂƌůǇƐĞŶŝŽƌĚĞĐŝƐŝŽŶŵĂŬŝŶŐŽĨǁŚĂƚ ?Ɛ
going on and early investigation and 
treatment) 
 
 
 ‘dŚĞƉŽƐŝƚŝǀĞƐĂƌĞ/ƐƵƉƉŽƐĞŝƐƚŚĞƉĂƚŝĞŶƚŝƐ
seen really early in their way through the 
department by somebody very experienced and 
knowledgeable who can start early 
ŝŶƚĞƌǀĞŶƚŝŽŶ ? ?EƵƌƐĞW ? ? ?^ŝƚĞ ? ? 
 3. Lack of role clarity (The inconsistency of 
approach as to what should/should not be 
achieved at this initial stage) 
 
 ‘KŶĞŽĨƚŚĞŽƚŚĞƌĚŽǁŶƐŝƐƚŚĂƚƚŚĞƌĞŝƐŶ ?ƚĂŶ
overly consistent approach to have each of the 
doctors do that, so it will be very variable, 
which can be quite difficult from a nursing 
point of view, to kind of what to expect from 
ǁŚŽ ? ?EƵƌƐĞW ? ? ?^ŝƚĞ ? ? 
 
4.Continuity of patient care  
(Direct handover from paramedics for 
ambulance arrivals) 
 
 
 ‘/ƚŚŝŶŬǇŽƵŐĞƚĂŵŽƌĞĐŽŶƚŝŶƵŝƚǇŝŶƚŚĞ
patients care rather than it is being a third 
ŚĂŶĚŽǀĞƌ ?/ďĞůŝĞǀĞƚŚĂƚƉĂƚŝĞŶƚĐĂƌĞŝƐŵŽƌĞ
ŵĞƚŚŽĚŝĐĂů ? ?WĂƌĂŵĞĚŝĐW ? ? 
 
4. Some undesirable consequences of this 
model for ED staff and paramedics 
A. Anchoring bias* for junior doctors  
 
 
 
 
B. Consultant paramedics handover issues 
 
 ‘/ŚĂǀĞƐĞĞŶŝƚƐĞǀĞƌĂůƚŝŵĞƐǁŚĞŶƚŚĞŐƵŝĚĂŶĐĞ
given at triage, actually following a thorough 
history and examination is actually no longer 
relevant. Yet, junior doctors do not seem to 
deviate from the plan because it has been 
ŵĂĚĞďǇĂƐĞŶŝŽƌĚŽĐƚŽƌ ? ?EƵƌƐĞW ? ?^ŝƚĞ ? ? 
 
 ‘WĞƌƐŽŶĂůůǇ/ĨŝŶĚŝƚĂůŝƚƚůĞŝŶƚŝŵŝĚĂƚŝŶŐ ?
because you have to be ready and you have to 
get all your facts right and your observations 
and everyƚŚŝŶŐƉĞƌĨĞĐƚƌĞĂůůǇ ? ?WĂƌĂŵĞĚŝĐW ? ? 
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* Anchoring bias : a cognitive bias that describes the common human tendency to rely too heavily on the first piece of information offered (the "anchor") when making decisions
5.Job satisfaction  
(Enjoying the triage role) 
 
 
 
 ‘/ŚŽŶĞƐƚůǇĞŶũŽǇƚƌŝĂŐĞĂŶĚƉĞƌƐŽŶĂůůǇŬŝŶĚŽĨ
ďĂƐĞŵǇƐĞůĨĂƌŽƵŶĚƚŚĞĨƌŽŶƚĚŽŽƌ ‘ ?ŽŶƐƵůƚĂŶƚ
P1, Site 10) 
 
 
5. Role identity issues (Traditionally performed 
by nursing staff) 
 
 ‘ůƚŚŽƵŐŚǇŽƵŵŝŐŚƚŚĂǀĞĂƐƉĞĐŝĨŝĐ
programme where it might be a consultant 
who does the triaging , if that consultant is 
busy and there are nurses available to do the 
ƚƌŝĂŐĞ ?ƚŚĞŶƚŚĞŶƵƌƐĞƐǁŝůůĚŽŝƚ ? ?WĂƌĂŵĞĚŝĐ
P15) 
 
6.ED management  
(Feeling in control of patient flow, 
working collaboratively with the nurse 
in charge) 
 
 
 
 ‘/ƚŝƐĂŐŽŽĚǁĂǇƚŽĞŶƐƵƌĞƚŚĂƚǇŽƵŬŶŽǁƚŚĞ
patients in your department, you know the 
patients who potentially got a problem, where 
they are, so you can keep an eye ŽŶƚŚĞŵ ?
(Consultant P14, Site 2) 
 
6. Can create queues at the front door  
 
 
 ‘tĞƐŽƌƚŽĨĞŶĚĞĚƵƉĂĐƚƵĂůůǇƐĞĞŝŶŐƚŚĞ
patients and seeing them fully, and then the 
knock on effect of that, clearly the more you do 
at the beginning, the longer it takes to do the 
ƚƌŝĂŐĞ ?ĂŶĚƚŚĞŶǇŽƵƌŝƐŬĚĞůĂǇŝŶŐǇŽƵƌ
ambulance off-ůŽĂĚƐ ? ?ŽŶƐƵůƚĂŶƚW ? ? ?^ŝƚĞ ? ? ? 
7.Better use of resources 
(Avoidance of unnecessary 
investigations) 
 
 
 
 
 
 
 
 
 ‘/ƚŚŝŶŬƐĞŶŝŽƌŝŶǀŽůǀĞŵĞŶƚĂƚĂŶĞĂƌůǇƐƚĂŐĞ ?
both shortens and focuses a patient journey 
and that is not just in the ED but that is within 
every hospital specialty, so if you are seen by 
ƐŽŵĞďŽĚǇǁŚŽŵĂŬĞƐĚĞĐŝƐŝŽŶƐ ? ?ŽŶƐƵůƚĂŶƚ
P21, Site 7) 
 
 
8.Logistics 
 (Patient allocation to appropriate care 
pathways) 
 
 
 
9.Education 
 (Training and educational 
opportunities for junior members of 
staff) 
 ‘/ƐƵƉƉŽƐĞĂƉƌŽǁŽƵůĚŽďǀŝŽƵƐůǇďĞ
ĞĚƵĐĂƚŝŽŶ ?ǁĞƐŽŵĞƚŝŵĞƐĐŽŵĞǁŝƚŚƚŚŝŶŐƐ
like ECG, for example , obviously  as a senior 
doctor, they  may be able to notice something  
we did not, so ƚŚĂƚŝƐĂůǁĂǇƐĂƉƌŽ ? ?ŵďƵůĂŶĐĞ
clinician P10) 
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Barriers and facilitators of senior doctor triage  
Participants described a number of barriers to the process of SDT. The main cited barriers were 
related to resources in terms of insufficient staffing, clinical areas, and appropriate IT tools as well as 
exit block and the lack of alternative care pathways. Some expressed their concern regarding the 
lack of support from other health care professionals, resulting in a single effort process, lack of 
teamwork and effective communication. A number of participants highlighted that some ED 
ĐůŝŶŝĐŝĂŶƐ ?ůĂĐŬƚŚĞŝŶƚĞƌĞƐƚƚŽĞŶŐĂŐĞŝŶƐƵĐŚĂŶŝŶƚĞƌǀĞŶƚŝŽŶ ?&ŝŶĂůůǇ ? senior doctors described how 
SDT might not benefit or change the outcome of the patients with complex co-morbidities and  
elderly patient ED attendances.  
Participants also identified a number of suggested solutions that might facilitate the SDT process 
which incorporated research, education and training , a flexible and individualised SDT team 
approach, and finally, appropriate support and resources. In addition, alternative models of SDT 
were suggested by some participants such as having a mobile senior doctor assessment team or 
employing it selectively for a specific group of patients. See Table 4. 
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Table 4 The barriers and facilitators of senior doctor triage  
Barriers   Quote 
1. Single effort (Lack of support from other health 
care professionals, teamwork and effective 
communication)  
 
 ‘/ĚŽŶ ?ƚƚŚŝŶŬƚŚĞƌĞŝƐĂŶǇƉŽŝŶƚŚĂǀŝŶŐĂƐĞŶŝŽƌĚŽĐƚŽƌ Ŷ
ƚŚĞŝƌŽǁŶ ?ǇŽƵŶĞĞĚĂƚĞĂŵŽĨƉĞŽƉůĞ ?ŽƚŚĞƌǁŝƐĞƚŚĞƐĞŶŝŽƌ
doctor ends up spending their time writing out blood 
ĨŽƌŵƐ ?ƌĂƚŚĞƌƚŚĂŶĚŝƌĞĐƚŝŶŐƉĂƚŝĞŶƚŝŶǀĞƐƚŝŐĂƚŝŽŶƐĂŶĚ
ŵĂŶĂŐĞŵĞŶƚ ? ?ŽŶƐƵůƚĂŶƚW ? ? ?^ŝƚĞ ? ? ? 
2. Resource barriers (insufficient staff, clinical areas, 
and appropriate  IT tools) 
 
 ‘tŚĂƚǁĞĨŽƵŶĚŝƐŽƵƌŵŽĚĞůůŝŶŐŝƐĂďŝƚŽƉƚŝŵŝƐƚŝĐ ? ? ?ZĞĂůůǇ
we probably need a much larger team and a much larger 
ƐƉĂĐĞ ? ?ŽŶƐƵůƚĂŶƚW ? ? ?^ŝƚĞ ? ? ? 
3. Psychological barriers ( ED clinicians attitudes, 
beliefs, values and previous negative experiences 
ĂŶĚŝŶĚŝǀŝĚƵĂů ?ƐǁŝůůŝŶŐŶĞƐƐƚŽĞŶŐĂŐĞŝŶƐƵĐŚĂŶ
intervention)  
 
 ‘WĂƌƚŽĨŝƚalso is that a lot of doctors do not like doing it , 
they see it as inefficient, they see it as boring ..,, so there is a 
ĚĞŐƌĞĞŽĨĂŶƚŝƉĂƚŚǇƚŽǁĂƌĚƐŝƚ ? ?ŽŶƐƵůƚĂŶƚW ? ? ?^ŝƚĞ ? ? 
4. Organisational barriers(ED flow and exit block, 
lack of alternative care pathways, challenges in 
making patient referrals (organisation culture and 
resistance to change and adapt to new processes) 
 
 ‘&ŽƌŝƚƚŽďĞƉƌŽĚƵĐƚŝǀĞǇŽƵŶĞĞĚƐŽŵĞǁŚĞƌĞƚŽĨůŽǁƚŚĞ
patients to....if there is nowhere to move the patient onto, 
you don't particƵůĂƌůǇŐĂŝŶĂŶǇƚŚŝŶŐ ? ?ŵĂŶĂŐĞƌW ? ? ?^ŝƚĞ
4) 
5. Service user-related barriers (Increasing  patient 
complexity and elderly population) 
 
 
 ‘/ƚǁŽƌŬĞĚǀĞƌǇŝŶĞĨĨŝĐŝĞŶƚ ?ďĞĐĂƵƐĞůŽƚŽĨƉĂƚŝĞŶƚƐǁĞƌĞ
coming to the hospital were elderly frail people with 
multiple falls and complex comorbidities, it is inevitable that 
they are going to come to the hospital, so organizing blood 
tests,  and organizing early tests probably does not make a 
ŐƌĞĂƚŝŵƉĂĐƚ ? ?ŽŶƐƵůƚĂŶƚW ? ? ?^ŝƚĞ ? ? 
Facilitators  Quote  
  
1. Research, education  and training  
 
- Formal training and clear definition of expected 
tasks to minimize unwanted variability guided by 
research 
 
-  Encouragement of an open-discussion culture 
and interagency working between junior doctors, 
paramedics and senior doctors 
 
 
 ‘tĞ ƐŝŵƉůǇ ĚŽŶ ?ƚ ŬŶŽǁ ǁŚĂƚ ƐĞŶŝŽƌ ĚŽĐƚŽƌ ƚƌŝĂŐĞ ŝƐ ĨŽƌ ?
what is good senior doctor triage and what is bad senior 
doctor triage? And until we do that there is probably no 
ƉŽŝŶƚ ƚƌǇŝŶŐ ƚŽ ƉƵƐŚ ƉĞŽƉůĞ ĚŽ ŝƚ ŽŶĞ ǁĂǇ Žƌ ĂŶŽƚŚĞƌ ? 
(Consultant P14, Site 2). 
 
 ‘ƌĞĂŬĚŽǁŶƚŚĞďĂƌƌŝĞƌƐƚŚĞŚŽƐƉŝƚĂůĂŶĚƉƌĞ-hospital care 
and give ED staff more understanding of what we have to 
do. I would like to see more senior doctors and I appreciate 
that they are busy and they have lots on, but I would like to 
see more interagency working .And a flip side of that, more 
paramedics and ambulance staff spending time in the ED, 
ǁŝƚŚƚƌŝĂŐĞŶƵƌƐĞƐ ?ŝŶƚŚĞŚŽƐƉŝƚĂůƐ ? ?WĂƌĂŵĞĚŝĐW ? ? ?
2. Individualised flexible senior doctor triage 
approach  
 ‘tĞŚĂǀĞǁŚĂƚwe call sessions so we hĂǀĞ ‘ƐĞĞ and 
manage ? ƐĞƐƐŝŽŶƐĨƌŽŵ ?ĂŵƚŽ ? ?Ɖŵ ?ĂŶĚƉĞŽƉůĞďĂƐŝĐĂůůǇ
ƐŝŐŶƵƉƚŽƚŚĞƐĞĂƐĞǆƚƌĂƚŽƚŚĞŝƌŶŽƌŵĂůǁŽƌŬŝŶŐǁĞĞŬ ?
(Consultant P2, Site 8) 
3. Sufficient support and resources (Sufficient 
staffing, dedicated space for senior doctor triage,  
appropriate IT support, cƌĞĂƚŝŶŐĞǆŝƚƐ ‘ŽƵƚƐ ?ƚŽ
improve patient flow following  the triage 
process) 
 
 ‘/ƚŚŝŶŬ ?ŝŶĂŶŝĚĞĂůǁŽƌůĚ ?ǇŽƵǁŝůůŚĂǀĞĂƚƌŝĂŐĞƚĞĂŵ ŶĚĂ
senior clinician, you could have people who could be tasked, 
patients would move to a place and then they will get 
ƉŝĐŬĞĚƵƉďǇƚŚĂƚƉĞƌƐŽŶ ?ƐĞŶŝŽƌĐůŝŶŝĐŝĂŶ ? ?ŝƚĚŽĞƐŶĞĞĚĂ
ĚĞĚŝĐĂƚĞĚƚĞĂŵĂŶĚƐƉĂĐĞĂƚƚŚĞĨƌŽŶƚĚŽŽƌ ? ? ?ŽŶƐƵůƚĂŶƚ
P24) 
 
 ‘ ?zŽƵŚĂǀĞƚŽŵĂŬĞƐƵƌĞ/ƚŚŝŶŬ ?ƚŚĂƚŝĨǇŽƵĂƌĞƐĞĞŝŶŐ
patients early then, you have got fast track options to begin 
with, if you got no fast track options, it is just not worth 
ǇŽƵƌƚŝŵĞƚŽĚŽŝƚ ? ?ŽŶƐƵůƚĂŶƚW ? ?^ŝƚĞ ? ? 
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Discussion  
This is the first study that explores the ED clinical staff and maŶĂŐĞƌƐ ? perspective on senior doctor 
initial assessment. Participants described SDT as a process that allowed them to identify sick patients 
in a timely manner which ensured patient safety during busy times. Positive aspects included 
continuity of patient care, and early patient placement to appropriate care pathways.  Negative 
aspects of SDT were the questionable use of the senior doctor resource, the unrealistic demands on 
senior doctors performing this role, and the inconsistent approach as to what should/should not be 
achieved at this initial stage. Barriers to SDT process were mainly related to insufficient ED resources 
and exit block. Participants suggested that solutions should therefore focus on supplying the ED with 
the required resources along with the provision of appropriate guidance on this process. 
A scoping review of literature showed that qualitative research on this process is almost entirely 
lacking. Various studies with variable methodological quality showed that consultant delivered care 
might be associated with positive aspects in other specialities including acute medicine and 
anaesthesia (15). Yet, it is not entirely clear how that is achieved and if additional resources might 
play a role in these findings. A quantitative study by Fielding et al, on the other hand, emphasized 
that consultant delivered care combined with a multidisciplinary team approach in acute medicine 
settings, did not make a difference to patient safety but subjective advantages identified by the 
team included more effective decision-making and knowledge of the hospital system (16). 
The majority of participants expressed their doubts regarding the added value of senior doctor initial 
assessment at the front door. The cost-effectiveness of rapid assessment and treatment models has 
not been thoroughly studied but a recent Canadian study of a physician-nurse supplementary triage 
assessment team concluded that  this model is not  a cost-effective daytime strategy (17).  
In this interview study, participants suggested that the high ED workload combined with unrealistic 
expectations of what can be achieved by the senior doctor at this initial stage may result in building 
up of patient queues at the front door. This contrasts with a study of an Emergency Care Intensive 
support team which claimed that one of the advantages of this model is that the queues for triage 
are eliminated (18).  
One of the issues identified was the lack of clarity about the role of the senior doctor, making this 
process variable and person-dependent. It could be argued that it is not possible to produce strict 
policies to guide this process, as the main purpose of this model is to take advantage of the senior 
ĚŽĐƚŽƌƐ ?ĞǆƉĞƌŝĞŶĐĞĂŶĚũƵĚŐŵĞŶƚƐŬŝůůƐand apply them differently to various presenting cases and 
different clinical and organisational settings. It is important to emphasise, though, that ideally the 
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senior doctor assessment should be brief to allow further assessment of patients by junior ED 
clinicians.   
Concerns about ũƵŶŝŽƌ ĚŽĐƚŽƌƐ ? ĚŝĂŐŶŽƐƚŝĐ ƐŬŝůůƐ were also highlighted. Nevertheless, a recent 
Australian study showed the majority of junior doctors felt that early senior input at the front door 
did not have any particular influence on their capability to produce a differential diagnosis (19). 
Exit block or access block was featured repeatedly in the interviews as a determinant factor to the 
operation of SDT.  SDT tends to focus on one segment of the ED. It does not address wider 
organisational factors including exit block. A recent paper by Kreindler criticized such focused 
initiatives since they do not represent a coherent system level strategy (20). 
Developing a definition of senior doctor triage  
In the literature, the involvement of senior doctor in the initial assessment of patients or SDT is 
described by an array of labels and acronyms including rapid assessment team (RAT), supplemented 
triage and rapid assessment and treatment (START), team triage and treatment (T3), and senior 
emergency physician and nurse triage (SEPNT) amongst others (9). A standard definition of SDT does 
not exist. It is necessary, therefore, to formulate a clear definition of this process to allow shared 
understanding and comparative research of this process. We propose a definition of ĂŶ ‘ŝĚĞĂů ?SDT 
based on the facilitators and barriers gleaned from the interviews. This is to serve as a guide rather 
than a formal definition. 
 SDT can be defined as a systematic brief assessment of patients arriving at the emergency department 
by a senior doctor-led team that takes place in a dedicated unit.  The aim of this assessment is to facilitate 
early investigation and management of patients, early patient disposition and guide junior staff to deliver 
safe and high quality clinical care. 
In the proposed definition, we refer to the process of SDT as a systematic brief assessment of 
patients arriving at the ED by a senior-doctor led team in a dedicated unit. It is acknowledged that 
the definition might not reflect SDT practices across all sites included in the study where in some 
EDs, senior doctors were not supported by a team but this was recognised as a barrier to 
sustainability of the process. Therefore, the proposed definition suggests that the SDT process 
should ideally adopt a team approach and take place in a dedicated unit.  
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Limitations  
The findings of this study are limited by several factors. Firstly, the use of a convenience sampling 
method could present a limitation as it may not encompass all views, however triangulation of 
different sources of data from various clinicians across different sites increased the applicability of 
the study findings. It is possible that the reliance on a single coder in the analysis of the interviews 
carried a risk of bias. To reduce this, a draft of early emerging themes was sent to a sample of 
participants for comments and feedback and the co-authors also scrutinised the initial template of 
analysis and provided critical feedback.  
Conclusion  
This study identified a range of perspectives on the involvement of senior doctors in patient care at 
ƚŚĞ  ĨƌŽŶƚ ĚŽŽƌ ? ďĂƐĞĚ ŽŶ ƚŚĞ ƉĂƌƚŝĐŝƉĂŶƚƐ ? ŝŶĚŝǀŝĚƵĂů ĞǆƉĞƌŝĞŶĐĞƐ ? dŚĞ ƌĞƐƵůƚŝŶŐ ŝŶƐŝŐŚƚƐ and 
definition of SDT will set the stage for future work to examine the clinical effectiveness of this model 
accompanied by the relevant economic analysis that takes into account different local contextual 
factors.  
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